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Indicators of Woman Abuse Based on a Chart
Review at a Family Practice Center
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Objective: To identify demographic and health indica-
tors of domestic violence.
Design: Anonymous questionnaire survey of patients re-
garding violence and a chart review regarding symptoms
and diagnoses.
Setting: Community-based family practice residency train-
ing center in a midwestern city.
Participants: Women 18 years of age or older visit-
ing the center over a 2-month period in 1990. Of 476
eligible participants, 394 (82.7%) consented to com-
plete the survey.
Measures: A detailed, standardized measure of vio-
lence was used. Physical and psychological problems
were given codes from the International Classification of
Diseases, Ninth Revision (ICD-9).
Results: Younger women and those separated or divorced
from their partners were more likely to have been victims.
Never-married women also had substantially high rates of
victimization. Depression was the strongest indicator ofvic-
timization, even when controlling for demographic factors.
Back pain, ulcers, headaches, and anxiety were not strong
indicators of abuse. A classification analysis showed that
a combination of all variables could predict lifetime injury
only about half the time and violence in the past year only
about 20% of the time.
Conclusions: Since neither demographic nor health fac-
tors could accurately predict who had been victimized, all
women need to be asked about abuse. Physicians should
also keep in mind that divorced and unmarried women are
often affected by abuse, either immediately or by its long\x=req-\
term aftereffects.
(Arch Fam Med. 1993;2:537-543)
Despite receiving in¬creased attention in re¬cent years, the abuse ofwomen by intimate part¬ners continues to be a ma¬
jor social and medical problem.1"3 Medical
facilities are the first place that many bat¬
tered women seek help,4"6 either for acute
care7·8 or for the long-term care of the phys¬
ical and mental health sequelae of as¬
saults.9·10 Although health care profession¬
als are in a position to aid battered women,
they are often criticized for failing to de¬
tect these women's source of injuries and
ill health.11·12 Victims may provide hints
about their abuse, but remain reluctant to
directly disclose it out of shame, fear of
the abuser, or other reasons. If asked di¬
rectly, however, most victims reveal the
abuse.5,1314 Increased knowledge of the typ¬
ical medical and emotional problems pre-
sented by battered women may aid the phy¬
sician in detection.
The purpose of this study is to pro¬
vide more information on indicators of
abuse. Physicians have been provided
with lists of health complaints and be¬
havioral and emotional signs to guide
detection, but these are based largely on
experts' impressions and uncontrolled
studies.15"17 Previous studies of the
health problems of battered women have
relied primarily on surveys of the gen¬
eral population, victims seeking social
services, and patients from specialty
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PATIENTS AND METHODS
SETTING
The study was conducted at a large, community-based, fam¬
ily practice residency training center. About 180 women are
seen every month in the center. All faculty members and
residents received periodic training on domestic violence
and other psychosocial problems. However, no protocol ex¬
isted in the center for detection of these problems.
PARTICIPANTS
Patients eligible for the study were women over 18 years of
age who had been in a committed relationship with a man
for at least 6 months. They had to be free of dementia and
able to speak English.
The mean age of participants was 36.6 years (SD, 15
years); 48% were married, 19% separated or divorced, 29%
never married, and 3% widowed. Eighty-nine percent were
white, 7% black, 3% Hispanic, and 1% Native American.
Almost half (48%) had some college education. As we re¬
ported elsewhere, one fourth (25.1%) of the women in close
relationships revealed that they had been assaulted in the
past year.28 Nearly 40% (38.8%) of the women reported
being physically abused at some time in their lives; about
20% had been hit or almost hit with an object and 10% had
been threatened with a knife or gun.
PROCEDURE
Over a 2-month period in 1990, a research assistant invited
patients to participate after they had been taken to the ex¬
amination room and before the physician's visit. The research
assistant was a female medical student with no prior knowl¬
edge of the patients. If the patient could not be approached
at this time because of scheduling, the patient was asked to
participate after the physician's visit but before leaving the
center. If this did not work, patients were contacted at their
homes on the day of their visits. Women who showed a will¬
ingness to participate after hearing about the project were pro¬
vided with an informed consent form to read, discuss, and sign.
Support was given to any woman who experienced emotional
distress from the survey. Participants were assured that, unless
they gave permission, their surveys would not be placed in the
medical chart, and their physicians would have no knowledge
of the results. Names were not attached to the questionnaires.
RESPONSE RATE
During the study period, a total of 476 eligible participants
attended the center. Of these, 394 consented to complete
the survey, a response rate of 82.7%. Twenty surveys were
completed inadequately, making a total of 374 complete
cases for analysis. Respondents did not differ from nonre¬
spondents by race, marital status, or number of physician
visits. Nonrespondents tended to be 6 years older on the
average. Some of them complained that the survey was too
long and complex or that it did not apply to them.
MEASURES
Victimization
The Conflict Tactics Scales29 were used to measure the pres¬
ence of verbal and physical aggression experienced any time
in the relationship and the frequency of this aggression in the
past year. The Conflict Tactics Scales ask about 19 behaviors,
beginning with nonabusive ones, leading to verbal abuse, and
ending with severe physical abuse. They are the most widely
used instruments for measuring the severity and frequency of
family violence. The reliability and validity of the measure have
been established in previous studies.30 For this study, women
were considered battered if they experienced nonsevere or se¬
vere physical aggression one or more times in the relationship.
One or more episodes is the standard cutoff point, since re¬
searchers point out that even one shove or punch can dramat¬
ically alter levels of fear and power in the relationship.2
Several questions were asked about the frequency and
clinics. More research is needed of women presenting
to primary care centers.
Previous studies in nonmedicai settings docu¬
mented the severity of the problems experienced by bat¬
tered women, in particular, depression, anxiety, and to a
lesser extent psychosomatic problems.1,18"21 One of the first
studies in a medical setting was of women referred for
psychiatric evaluation from a rural health clinic.22 A va¬
riety of somatic complaints and psychophysiologic reac¬
tions were noted in the women: headaches, choking sen¬
sations, hyperventilation, asthma, chest pains, gastrointestinal
symptoms, pelvic pain, back pain, and allergic phenom¬
ena. No comparison group of nonbattered women was
used, yet this study is the basis for widely disseminated
profiles of battered women.
More recent studies have used comparison groups
of nonbattered women. Studies of psychiatric patients
document greater self-destructive tendencies among
women survivors of sexual and physical abuse.23·24
Abused women referred to a gastroenterology clinic
were more likely to have abdominal and pelvic pain
and more frequent visits to a physician.25 These
For editorial comment see page 475
women were more likely to report nonabdominal
symptoms of fatigue, headache, shortness of breath,
backache, pain around the heart, unexplained bleed¬
ing, and irritation of eyes. The study is limited because
only one item asked about physical abuse and only
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severity of injuries resulting from the violence, over the life¬
time and in the past year. About 60% of the battered women
had been injured in the past year. More detailed informa¬
tion on the women's victimization and subsequent injuries
is reported elsewhere.28
Medical and Emotional Problems
Each patient's list of problems was used as the primary source
of information on her medical and emotional condition. This
list was constructed in the chart by the physician. It contained
diagnoses, signs, symptoms, and problems. All medical charts
are audited, as part of quality assurance, to be certain that
diagnoses and problem lists are up-to-date. Problems were
written onto separate sheets with no other information ex¬
cept a code to substitute for the woman's name. The research
assistant also reviewed the chart notes for other diagnoses
and problems and wrote these on the same sheet as the other
problems. Problems were categorized according to Interna¬
tional Classification of Diseases, Ninth Revision (ICD-9) diag¬
noses and symptoms by a registered nurse and confirmed by
one of the authors. Coders were blind to the abuse status of
the women. A subsample of 70 cases was used for a reliabil¬
ity check. Two students trained to make ICD-9 codes, blind
to abuse status, gave ICD-9 codes to the problems indepen¬
dently. They gave the same code in 90.2% of the 355 prob¬
lems listed. Most of the differences resulted from vaguely worded
responses or unfamiliar abbreviations. Only about 1% of the
problems were given different codes. The differences were
resolved with the help of the coders' supervisor.
Some categories of ICD-9 codes were combined because
they were closely related. The categories of "physiological mal¬
function arising from mental factors" (306, psychosomatic)
and "special symptoms and syndromes" (307, psychogenic)
were combined. These categories included tension headaches,
sleep and eating disorders of psychogenic origin, hyperven-
tilation, and nervous stomach. Both reactive and nonspecific
depression were coded as "depression."
"Alcohol and other drug disorders" were listed for many
of the women. However, almost all these disorders were for
tobacco abuse. Alcohol disorders were listed only seven times,
too few for analysis. Other drug abuse was mentioned even
less often. Rates of alcohol and other drug disorders did not
differ significantly between battered and nonbattered women.
Two other symptoms of interest also could not be analyzed
because they were infrequently recorded. "Fatigue" was listed
12 times and "dizziness" was listed three times. Rates of fa¬
tigue for battered and nonbattered women were about equal
(3%) and fatigue did not correlate with depression or anxiety.
Demographic Information
The first page of the patient questionnaire asked about cur¬
rent demographic characteristics of the respondents. In¬
cluded were questions regarding age, marital status, race,
religion, and education.
Other Information
The survey asked whether, during their last visit to the cen¬
ter, anyone had inquired about a history of abuse. The re¬
sults from these questions are reported in another article.28
Finally, the number of physician visits made by each pa¬
tient in the past year was recorded as a rough measure of
health care use.
Analysis
Victimization rates were compared between different de¬
mographic and health problem groups with the  2 statistic.
The relative contributions of medical and demographic in¬
dicators of victimization were assessed with logistic regres¬
sion (Statistical Package for the Social Sciences-PC).31 The
Wald statistic was used to assess the contribution of each
indicator (it has a
 2 distribution and is the square of the
regression coefficient divided by SE).31 The odds ratio was
also inspected to judge the effect of each variable in the
multivariate equation. Finally, classification analysis was con¬
ducted to assess the ability of the indicators to predict whether
someone had been victimized.
those abused "often" were considered victims. These
limitations probably led to the very low abuse preva¬
lence rate of 7%. Also, childhood and adult abuse were
combined in the analysis, and domestic and nondo-
mestic abuse were not distinguished.
A study of women referred to a pain center for
chronic headache showed much higher rates of physi¬
cal and sexual abuse than the above study, with two
thirds of the women reporting abuse.26 The higher rate
probably resulted from the use of a broader definition
of abuse and a lengthy history-taking interview.
Abused women were more likely to report constant
daily headaches and higher rates of hospitalization for
medical problems. The abused women reported that
the onset of headache pain was almost always associ-
ated with marriage, separation, or divorce (90% of the
abused women vs 43% of nonabused women). An ear¬
lier, larger study of women referred to this center for
any type of pain revealed that 53% had a history of
abuse.27 Pain problems always followed incidents of
abuse.
Previous studies were useful in showing that victims
might have higher rates of psychosomatic disorders. How¬
ever, the studies had one or more of the following limi¬
tations: measures of violence were inadequate, or partic¬
ipants were from specialty clinics, or no distinctions were
made between domestic and nondomestic assaults or be¬
tween assaults in adulthood or childhood.
The present study used a detailed, standardized mea¬
sure of violence that focused on victimization in adult,
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intimate relationships. We assessed whether demo¬
graphic and health factors were indicators of victimiza¬
tion and the relative strength of each factor.
RESULTS
Table I shows the rates of victimization in various de¬
mographic groups (injury in the past year is not shown
because it was less common and statistically more diffi¬
cult to predict). Slightly more than half the divorced or
separated women experienced violence and injury at some
time. Unmarried women also had a fairly high lifetime
prevalence rate of victimization and the highest rate in
the past year. There was a tendency for less-educated women
to be more likely to have been injured at anytime in the
* Sample sizes for injury ever were slightly smaller than for violence:
married, 164; separated/divorced, 69; widowed, 13; never married, 104;
Protestant, 88; Catholic, 152; other, 73; none, 35; high school, 127; some
college, 162; college degree, 37; post baccalaureate, 23; 18 to 24 years,
88; 25 to 32 years, 87; 33 to 45 years, 87; 46 to 75 years, 88; 1 visit to
physician, 103; 2 to 3 visits, 82; 4 to 5 visits, 72; 6 to 19 visits, 91; white,
311; and nonwhite, 37.
tP<.0?.
tP<.001.§P<.05.
relationship or victimized in the past year (overall  2 was
not significant, but correlation coefficient was). Those with
Protestant or Catholic religious affiliations were some¬
what less likely to be victimized or injured than those of
other religions or those with no religious affiliation.
Women under 45 years of age were consistently more
likely to be victimized and injured than women older than
that. The number of physician visits in the past year was
not an indicator of victimization, but was associated with
being injured at some time (overall  2 was not significant,
but correlation coefficient was). No significant differ¬
ences existed between races.
Table 2 shows the victimization rates for the var¬
ious problem groups. Women with hypertension listed as
a problem were less likely to be victimized. Women listed
as depressed had consistently higher rates of victimiza¬
tion and injury than nondepressed women (difference for
victimization approached statistical significance at P=.06).
There were nonsignificant trends for women with psy¬
chosomatic symptoms to have higher victimization rates
than women without these symptoms. Anxiety was a weak
indicator of past injury (difference was almost signifi¬
cant).
Victimization in the past year and injury any time
were chosen for multivariate analysis because they could
be most accurately predicted. Table 3 shows the results
of logistic regression using violence in the past year as the
dependent variable. The first R column lists the partial
correlation coefficients either when all of the demo¬
graphic and background variables are in the equation (top
half) or when all of the problem variables are in the equa¬
tion (bottom half). The second regression column lists
the partial correlation coefficients when both sets of vari¬
ables are included in the model. The right column, the
exponent of the  coefficient, is the factor by which the
odds are increased when the indicator is present, or the
odds ratio. For each additional year of age, odds of vio¬
lence in the past year decreased by 5%.
Table 3 shows that only age is significantly and neg¬
atively predictive of victimization in the past year. Thus,
age appears to explain the initial relationship between vic¬
timization and marital status and religion that was shown
in Table 1. Age remains the only significant variable when
Depression was the strongest
indicator of victimization
the problem indicators are added to the equation. Among
the physical and mental health indicators, hypertension
and depression maintain the same relationships they had
in the bivariate analyses. However, when demographic
variables are added, depression remains a significant pre¬
dictor but hypertension does not. A post hoc analysis re¬
vealed that age accounted for the negative relationship
between hypertension and violence. Older women were
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* Sample sizes for injury ever were slightly smaller than for violence:
hypertension (yes, 41; no, 311); back pain (yes, 33; no, 319); migraine(yes, 18; no, 334); depression (yes, 25; no, 327); psychosomatic (yes, 21;
no, 331); and anxiety (yes, 45; no, 307).jP<.001.
more likely to have hypertension and were less likely to
report victimization. Similar results were found when vic¬
timization at any time was the dependent variable, al¬
though hypertension remained a weak indicator in the
final equation (r=— .07; specific results are not shown).
Table 4 shows the logistic regression results with
lifetime injury history as the dependent variable. Marital
status and a greater number of physician visits were in¬
dicators of injury. As in the bivariate analysis, being di¬
vorced or separated was the best indicator of a history of
injury among the demographic variables. Among the health
indicators, anxiety was a weak and nonsignificant indi¬
cator of injury.
In the classification analysis of victimization in the
past year, about 19% of the battered women were cor¬
rectly classified. The sets of demographic and problem
indicators were about equal in predictive accuracy when
used alone (12.7% and 10.1%, respectively). Almost all
of the nonbattered women were predicted accurately as
nonbattered (95.7%).
When injury history was classified, the demo¬
graphic variables alone produced a correct classification
rate for injury of 45.2%. The health indicators alone had
a classification rate of 6.9%. Adding the two sets of in¬
dicators produced a correct classification rate of 47.9%.
Again, almost all of the nonbattered women were cor¬
rectly classified (89.9%). The overall rate of correct clas¬
sification was 78.7%.
Some problems were mentioned too seldom for com-
parative analysis but are worth reporting because of con¬
cerns over the improper use of psychosocial labels.11 Two
diagnoses with psychotic features were listed, both for
battered women: paranoid schizophrenia and manic-
depressive disorder. One battered woman was given the
label of histrionic personality. Two battered women and
one nonbattered woman were each said to have had a
nervous breakdown. Six women had marital or family "stress"
or marital "problems" identified on the problem list. None
were battered women.
Three women were identified as having been sui¬
cidal. All three were battered women, but the charts did
not report their abuse. Domestic violence was listed as a
problem for only three women, or 0.8% (all three iden¬
tified themselves as battered on the Conflict Tactics Scales).
Another woman was charted as psychologically abused,
but she reported physical as well as psychological abuse
on the questionnaire.
COMMENT
The results show that the majority of divorced and sep¬
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for other marital status groups. Their victimization could
have led to the divorce or separation. It is also possible,
however, that they were currently victimized. Some stud¬
ies show that about a fourth of all battered women are
subjected to threats and abuse while separated,32'33 and
stalking of women by their ex-partners has been the fo¬
cus of much recent legislative action. Divorced and sep¬
arated women may also have been directly or indirectly
seeking help for the effects of abuse that occurred years
earlier. Depression and posttraumatic stress disorder may
Since neither demographic nor health
factors could accurately predict who
had been victimized, all women need
to be asked about abuse
continue long after a violent relationship ends. The find¬
ings support this interpretation since more physician vis¬
its in the past year and higher rates of depression were
indicative of past but not recent injury. Most of these women
may not be in danger now, but may need help for the
psychological aftermath of violence.
A substantial proportion of unmarried women had
been victimized. This is consistent with surveys in the
general population.3 Also consistent with other surveys,
the youngest women were at highest risk of current vic¬
timization.34 The low rate of lifetime victimization among
those over 45 is difficult to explain. A survey repeated
between 1975 and 1985 revealed little change in victim¬
ization rates nationally.2 It is possible that battered women
suppress memories of their abusive experiences as they
get older. Another possible explanation is that some bat¬
tered women never live to be old because of suicide, ho¬
micide, or violence-induced health problems. Since this
was not a population-based sample, the most likely ex¬
planation is related to the charateristics of patients in this
practice. The. younger women may differ in some way from
the older women, and this difference is also related to
lifetime risk of abuse.
While depression was confirmed in this study as an
indicator of abuse, psychosomatic disorders (mainly ten¬
sion headaches) and anxiety were found to be weak in¬
dicators. Our findings call into question other findings
showing that back pain and ulcers are characteristic of
battered women. (For a 1992 review, see Koss and Hes-
let.35) This study is consistent with studies finding higher
rates of functional disorders but not organically based dis¬
orders among battered women.2325
The rate of depression recorded for battered women(14 [12%] of 120) is probably an underestimation, based
on the rates found in other studies.1·18,23 No link between
depression and abuse was explicitly noted in the charts.
The US Public Health Service recently set the routine re¬
view of depressive symptoms as a high-priority objective
*P<.01.
tP<. 001.
for primary care physicians; many people who commit sui¬
cide visit a physician not long before taking their lives.36
Domestic violence should be added to the list of problems
closely related to depression and suicidal tendencies.37
A major finding of the study was that neither the
demographic nor psychological problems were accurate
indicators of violence or injury. Fewer than one in five
women abused in the past year could be accurately clas¬
sified as abused using the indicators in this study. Pre¬
diction of injury history was more accurate, especially when
using marital status as an indicator.
A positive finding was the lack of negative psycho-
social labels (eg, "hysterical") that other researchers have
found." Perhaps the training of these physicians was dif¬
ferent or these women simply had different problems. There
is evidence that women going to emergency medical or
psychiatric services are more likely to be given psycho-
social labels.24
Only three cases of physical abuse were noted in the
charts. If physicians do not feel comfortable or do not
have the time to ask about abuse, perhaps a brief self-
report measure like the Conflict Tactics Scales can be used
once some trust has been established between patient and
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physician. If abuse is detected, referrals for on-the-spot
consultation can also be made to a staff specialist or a
worker from a victim advocacy program.38 Periodic in-
service training and organizational support are likely to
be needed because even detailed protocols for respond¬
ing to battered women can fall into disuse.39
The main limitation of this study is that we obtained
indirect indicators of battered women's physical and psy¬
chological problems. Assessments recorded in patients' charts
may incompletely reflect both symptoms that were dis¬
cussed with the physician and those not discussed. Health
questionnaires completed by battered women may pro¬
vide a more accurate picture of the problems they expe¬
rience. If use of a questionnaire is not feasible, physicians
can use the patients' complaints and cues to guide further
questioning. Ultimately, however, screening all patients
for woman abuse, as the American Medical Association
recommends,40,41 is likely to be the only way to uncover
what is normally hidden behind the family's curtain of
privacy.
Accepted for publication November 27, 1992.
Partial financial support was provided by a grant from
the Medical College of Wisconsin.
The authors appreciate the help provided by Kathleen
Kyndely, MSN, Kate Wander Veckle, and Barbara Loomis with
the coding of data.
Reprint requests to the School of Social Work, Univer¬
sity of Michigan, 1065 Frieze Bldg, Ann Arbor, Ml 48109-
1285 (Dr Saunders).
REFERENCES
1. Stets JE, Straus MA. Gender differences in reporting marital violence and its
medical and psychological consequences. In: Straus MA, Gelles RJ, eds. Phys-
ical Violence in American Families: Risk Factors and Adaptations to Violence in
8145 Families. New Brunswick, NJ: Transactions; 1990:151-165.
2. Straus MA, Gelles RJ. Societal change and change in family violence from
1975 to 1985 as revealed by two national surveys. J Marr Fam. 1986;48:465\x=req-\
479.
3. Stets JE, Straus MA. The marriage license as a hitting license: a comparison
of assaults in dating, cohabiting, and married couples. J Fam Violence. 1989;
4:167-180.
4. Dobash RE, Dobash RP. Violence Against Wives. New York, NY: Free Press;
1979.
5. Mehta P, Dandrea LA. The battered woman. Am Fam Physician. 1988;37:193\x=req-\
199.
6. Walker LE. The Battered Woman Syndrome. New York, NY: Springer; 1984.
7. Flitcraft A. Battered Women: An Emergency Room Epidemiology With a De-
scription of a Clinical Syndrome and Critique of Present Therapeutics. New
Haven, Conn: Yale Medical School; 1977. Doctoral dissertation.
8. Appleton W, Renton W. The battered woman syndrome. Ann Emerg Med. 1980;
9:84-91.
9. Koss MP, Koss PG, Woodruff WJ. Deleterious effects of criminal victimization
on women's health and medical utilization. Arch Intern Med. 1991;151:342-347.
10. Koss MP, Woodruff WJ, Koss PG. Relation of criminal victimization to health
perceptions among women medical patients. J Consult Clin Psychol. 1990;58:
147-152.
11. Stark E, Flitcraft A, Frazier W. Medicine and patriarchal violence: the social
construction of a 'private' event. Int J Health Serv. 1979;9:461-493.
12. Morrison LJ. The battering syndrome: a poor record of detection in the emer-
gency department. Int J Emerg Med. 1988;6:521-526.
13. Rounsaville B, Weissman MM. Battered women: a medical problem requiring
detection. Int J Psychiatr Med. 1977-1978;8:91-202.
14. Pahl J. The general practitioner and the problem of battered women. J Med
Ethics. 1979;5:117-123.
15. Trute B, Sarsfield P, Mackenzie DA. Medical response to wife abuse: a survey
of physicians' attitudes and practices. Can J Community Mental Health. 1988;
7:61-71.
16. Judd RL. Child, spousal, and elderly abuse: an overview. Emerg Med Serv.
1988;17:43-45.
17. Nimocks L. How to detect and assist victims of domestic violence. Internist.
1990;31(3):29-30.
18. Follingstad DR, Brennan AF, Hause ES, Polek DS, Rutledge LL. Factors mod-
erating physical and psychological symptoms of battered women. J Fam Vi-
olence. 1991;6:81-96.
19. Jaffe P, Wolfe DA, Wilson S, Zak L. Emotional and physical health problems of
battered women. Can J Psychiatry. 1986;31:625-629.
20. Kerouac S, Taggart ME, Lescop J, Fortin MF. Dimensions of health in violent
families. Health Care Women Intern. 1986;7:413-426.
21. Corrao JC. Hidden Health Problems of Battered Women. Milwaukee: University
of Wisconsin-Milwaukee; 1985. Thesis.
22. Hilberman E, Munson K. Sixty battered women. Victimology. 1977-1978;2:
460-471.
23. Carmen EH, Rieker PP, Mills T. Victims of violence and psychiatric illness. Am
J Psychiatry. 1984;141:378-383.
24. Stark E, Flitcraft A, Zuckerman D, Grey A, Robison J, Frazier W. Wife Abuse in
the Medical Setting: An Introduction for Health Personnel. Rockville, Md: Na-
tional Clearinghouse on Domestic Violence; 1981. US Government Printing Of-
fice 1981-341-155/116.
25. Drossman A, Leserman J, Nachman G, et al. Sexual and physical abuse in
women with functional or organic gastrointestinal disorders. Ann Intern Med.
1990;113:828-833.
26. Domino JV, Haber JD. Prior physical and sexual abuse in women with chronic
headache: clinical correlates. Headache. 1987;27:310-314.
27. Haber JD. Abused women and chronic pain. Am J Nurs. 1985;85:1010-1012.
28. Hamberger LK, Saunders DG, Hovey M. Prevalence of domestic violence in
community practice and rate of physician inquiry. Fam Med. 1992;24:283-287.
29. Straus MA. Measuring intrafamily conflict and violence: the conflict tactics (CT)
scales. J Marr Fam. 1979;4:75-78.
30. Straus MA. The conflict tactics scales and its critics: an evaluation and new
data on validity and reliability. In: Straus MA, Gelles RJ, eds. Physical Violence
in American Families: Risk Factors and Adaptations to Violence in 8145 Fam-
ilies. New Brunswick, NJ: Transaction; 1990:49-71.
31. Norusis MJ. SPSS/PC+ Advanced Statistics 4.0. Chicago, III: SPSS Inc; 1990.
32. Leighton B. Spousal Abuse in Metropolitan Toronto: Research Report on the
Response of the Criminal Justice System. Ottawa, Ontario: Solicitor General of
Canada; 1989. Report 1989-02.
33. Saunders DG, Size PB. Marital Violence and the Police: Research Report to the
Wisconsin Council on Criminal Justice. Madison: Wisconsin Council on Crim-
inal Justice; 1980.
34. Suitor JJ, Pillemer K, Straus MA. Marital violence in a life course perspective.
In: Straus MA, Gelles RJ, eds. Physical Violence in American Families: Risk
Factors and Adaptations to Violence in 8145 Families. New Brunswick, NJ:
Transaction; 1990:305-313.
35. Koss MP, Heslet L. Somatic consequences of violence against women. Arch
Fam Med. 1992;1:53-59.
36. US Dept of Health and Human Services. Healthy People 2000. Washington, DC:
US Government Printing Office; 1991.
37. Cascardi M, Langhinrichsen J, Vivian D. Marital agression: impact, injury, and
health correlates for husbands and wives. Arch Intern Med. 1992;152:1178\x=req-\
1184.
38. Kurz D. Emergency department responses to battered women: resistance to
medicalization. Soc Probl. 1987;34:69-81.
39. McCleer SV, Anwar RAH, Herman S, Maquiling K. Education is not enough: a
system's failure in protecting battered women. Ann Emerg Med. 1989;18:651\x=req-\
653.
40. Council on Scientific Affairs, American Medical Association. Violence against
women: relevance for medical practioners. JAMA. 1992;267:3184-3189.
41. Council on Ethical and Judicial Affairs, American Medical Association. Physi-
cians and domestic violence: ethical considerations. JAMA. 1992;267:3190-3193.
 at STANFORD Univ Med Center, on November 5, 2009 www.archfammed.comDownloaded from 
